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Q: What does black history mean to you? 
Jennie: Other than the civil rights movement, I don't think the world 

understands the situation in the United States as far as race and the 
existence or need for a black history month. The history of America 

IS black history, and it has evoked many different emotions in me 

over the past 30 years. 
In my work, we celebrate different iconic people in black history, 

especially those in healthcare. During February, we see people 
throw out stories of Black pioneers; but I've always been intrigued 

by health history in order to understand what has happened over 
the last century in healthcare. 

The grand/granny midwives of the south were the main staple 
providers of maternity care for both black and white mothers, and 

basically delivered America’s babies from enslavement onwards. 
Looking at the history of gynecology, it relates to slavery too: 

there’s a long history of experimentation on and inhumane 

treatment of black women. We know the development of gynecological tools and practices was perpetrated against 
black enslaved women. J. Marion Sims, the “Father of Gynecology” is no longer celebrated. His accolades gone, and 

his statue removed from New York's Central Park. We are realizing and understanding how historically things have 
changed and altered. Today we are aware of this very nasty legacy throughout the health history of black people in 

America. I also continue to learn about the history of midwives in Florida and the South. When I arrived as a midwife, 
my journey was very long and intense due to being unable to get licensed to practice because I had a British training. 

Coming full circle and having worked these many decades in the US, I know now that there are very few of us when in 
mid-20th century, there used to be 4000 black midwives in Florida alone. 

 
Q: Why is black history important, and why do we need to continue the legacy that shaped women 
leaders, especially black women leaders, in our society today? 
Jennie: We remember it, understand how we got here, and integrate it into our systems today. Yet it often feels like 
we cannot change, fix, or improve this current mess. I am saying that from the perspective of struggling, helpless 

healthcare providers that know the systems are broken and recognize the disparities. Because from inside the system, 
we can't undo the structural and institutional problems, harms, and inequities that are inbuilt. We have to work with, be 

involved with, and implement these continually unjust ways of being, even though we know they’re harmful to people, 

especially to people of color. That extra burden of moral injury, burn out, stress, and microaggressions add to the 
allostatic load that constantly wears down providers. With the lack of safety for providers in the system, it is not wise 

to rock the boat and be singled out, break from the pack, sound the alarm. It's a dangerous road if you want security, 
peace, to pay your student loans, to live your life. These issues perpetuate disparities, yet we look to health care 

providers for solutions. Just existing in the healthcare system isn’t practical; you have to go along with it.  
Then on the other side of the coin are the recipients of this type of disparate care, who end up equally helpless because 

we can't eliminate this particular bias. This piece, this institutionalized racism, the institutionalized classism, or the 
institutionalized sexism is wrong and needs a remedy. There have been recent efforts towards implicit bias training, 

thinking, "let's do training, it will help us get past this." The institutionalized ways of being are problematic, so healthcare 

providers suffer and struggle knowing there's a problem but don't know what to do about it. Patients suffer because 
they are 3 to 4 times more likely to die during pregnancy or childbirth. The numbers are always disproportionate, and 

whether it's a heart attack, stroke, or cancer, black Americans are the bearers of the largest burden of those health 
disparities. Black women leaders know this, live this, and yet just like those who came before us, we fight on.  

 
Q: What are some of the challenges and barriers to becoming a leader in midwifery? Are those 
challenges pronounced as a black woman? 
Jennie: Yes. In the US, we don't understand nor are we willing to incorporate midwifery into the existing healthcare 

system. For example, obstetrics is approximately a $1 billion industry. Midwifery does not fit into obstetrics in the US, 

so it exists in the role of physician’s assistant in medical settings. Midwives have no autonomy, whereas, in other countries, 
they are independent practitioners who have complete access to all the support and collaboration they need. 

When midwifery is outside of hospitals it is, well, frowned upon; it is considered unsafe and dangerous, and the 
providers of that care are on the edge, the fringe. There are very few midwives in the US, particularly midwives of 

color. Approximately 5% of midwives are black midwives, midwives of color, or indigenous midwives, majority of which 
often run health departments and outpatient hospital clinics taking care of low-income or Medicaid recipients. Yet, it is 

more likely for white women and some men to provide the midwifery services. So, being a black woman and leader in 
the midwifery field is difficult. 
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Q: Do you think there's a data gap about black women leaders, especially in midwifery? 
Jennie: Yes, I do. People will understand how hard it is when they see it through every black midwife’s perspective, 

every black maternity care provider, or anyone concerned about black people. The small number of midwives in the 
US means we all know each other and the location of other midwives in our community. Every midwife knew about the 

passing of Claudia Booker, who was a major leader in midwifery. There are so few midwives in the US, that there is a 
real impact in the greater midwifery community and the national midwifery stage when we lose a leader. In healthcare, 

being a small group means we have very little power in our fight to address disparities and improve outcomes. 

 
Q: How do we best advocate for ourselves and women in leadership in global health? 
Jennie: I think by building and strengthening our little network and relationships, where we can reach people more. 

We are making it clear what we want and need and why we need it now. For example, in July 2019, the Congressional 
Black Maternal Health Caucus was founded. It was welcomed as an amazing opportunity to highlight the plight of black 

women during maternity in the US. I am a part of their advisory council, and this was the first time that I think we were 

able to bring black leaders to the table to discuss this issue and to work on policy. We have to decolonize research, 
decolonize funding, decolonize all of this work so as we go about our networks together, we are picking up that strength, 

and we are a little bit further along than we might have been up to this point. For example, the Black Mamas Matter 
Alliance, which I am a board member on, is a growing and powerful national movement that is pulling together 

healthcare providers, researchers, policymakers, and organizations in the overarching approach to maternal health, 
not only in medical delivery care. 

 
Q: Are there certain biases/assumptions about black women/midwives that affect their leadership 
opportunities? 
Jennie: Of course! It is American society’s deeply embedded racism in America that suggests that midwives are still 
fringe, that midwives are dirty, that midwives are illiterate, that midwives are unsafe. That’s what has happened to 

midwives in the birthplace. The eradication of southern black midwives that were delivering everybody, in both white 
and black communities was purposeful. It was an effort to trick them; they were given a license to practice, and then 

forcibly retired from that license and banned from practicing. This tactic went on across the Southern states. By the 50s 
and 60s, homebirth midwifery with community midwives disappeared. Hospitals were seeing all the women, meaning 

black women were forced into hospitals too. At the time, Jim Crow was the way, so black women were not given access 

to the hospitals the same way as white women; But instead, hospitals relegated them to the basement or the back door 
and treated them differently and this is where disparities began to grow. We have seen decades of denial, neglect, 

and poor treatment. What's really egregious is our throwing our hands up and saying we don't know how we got here. 
We know very well how we got here, and some outcomes have been maintained because, ultimately, 'it's okay.' For 

example, large teaching hospitals and universities typically locate themselves in neighborhoods of color, poor 
neighborhoods, and ride on the backs of people who suffer poor health. 

A specific example is the NICU (Neonatal Intensive Care Unit). As the most lucrative area of a hospital in terms of 
revenue it is important to keep the NICU full; but NICU's across the nation are full of black and brown babies because 

black women have premature babies in the U.S. We know midwifery has cultural humility, cares, supports, respects, 
comforts, so mothers stay healthy and babies aren’t premature. In our studies, we consistently bring our mothers to term 

with healthy-, breast-fed babies, and no postpartum depression. Our patients thrive because of respect and culturally 

safe care so their babies are not left in NICU for days. 
When we know midwives make a difference in health outcomes simply by providing good care, the question then 

becomes: why isn't everybody doing that? We carry the burden that everybody knows how to behave, but they choose 
not to because you have to work alongside the system and survive in your practice in a capitalist system. How do we 

scale/insert our model into a system that doesn't want it or need it? 

 
Q: What structural changes would you suggest in bringing more visibility and leadership opportunities 
to minority women in your field? 
Jennie: Improving the education of midwives, reducing training costs, improving clinical sites access, and increasing 

support for and integrating community-based providers into the medical system. Midwives should feel value for 
themselves and their work because everyone in the medical profession feels reward for their work. To attend midwifery 

school, you need a master's degree in nursing and additional education. Many graduated nurse-midwives have 
crippling debt, and they get stuck in poor job cycles and work environments that they may not ever feel comfortable, 

safe, or happy in to pay off their loans. Direct-entry midwifery training for non-nurses is equally difficult and typically 
leads to midwives being self-employed. There isn’t much money in an education for homebirths, out-of-hospital practice, 

or Medicaid either. 
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Having structural support for midwifery education as well as recognition of the claims and reimbursements system is 

important. For example, our practice struggles because we take Medicaid because we can’t earn enough to make ends 
meet. But we have to take it because of the population we're trying to reach. Insurance companies need to recognize 

and acknowledge that midwifery is safe. We would get better outcomes if insurance companies were interested in 

saving money and reimbursed midwives for the services they provide. 
Midwifery schools are rare, expensive, lack faculty diversity, difficult to enter. In terms of practice, leadership in 

midwifery academics and the clinicians are not diverse and preceptors are hard to come by, so hiring and promotion 
practices should be reconsidered. At the hierarchical level, like other organizations, we need equity, diversity, and 

inclusion policies for midwifery too. But the many decades of historically pushing out black midwives means it will take 
a minute. Indigenous midwives have the same dilemma, and indigenous women suffer poorer health outcomes than white 

women as well. This whole shift is about removing institutionalized ways of racism, classism, all of these -isms as they 
permeate our institutions. 

In the early 20th century, black midwives trained in historically black universities. Today there are nursing and medical 

schools in black universities, but we want an increase in midwifery training too. I strongly believe that encouraging 
community-based Doulas, childbirth educators, and health workers into nursing and midwifery careers, will create 

change. The overarching problem is that the US has decided that midwifery doesn't fit into the picture. Incidentally, 
2020 is designated by the World Health Organization as the year of the nurse and midwife, and in every country, 

except for the United States, people are applauding and praising nurses and midwives. Obstetricians handle 
emergencies and high-risk problems and midwives worldwide take care of maternity; 80% of the world's women are 

delivered by midwives, which is normal everywhere else except for the United States. 

 
Q: What advice would you give a junior health professional about power, privilege, and succeeding as 
a leader? 
Jennie: Find good support and mentoring. Having somebody have your back as you go through that journey. The 

handful of current leaders are aware and know what it takes; they are fighting that fight yet want the support to see 
this profession grow. I have an organization called the National Perinatal Task Force, where we connect Doulas, 

childbirth educators, midwives, OBGYN's, and others in the perinatal field so that professionals know who to reach out 
to through Facebook groups and social media connections to build mentoring and encourage support. We focus on 

'collective care' because we found that to manage and to be able to succeed in the perinatal or midwifery field, we 

need to take care of ourselves and each other. For example, when we lost our leader, Claudia, social media was on 
fire with her passing. We had a webinar vigil because we needed to be with each other. We have to deepen and 

strengthen our bonds and connections. We're all on the same journey trying to work for each community's health, the 
women and babies, and the families that have been destroyed by a system that doesn't have their best interest at 

heart. We are trying to put in place structures in order to be efficient, effective, and sustainable providers so we can 
change patient outcomes inside our current medical system. 

 
Q: How can we encourage colleagues to be transformative and see color and gender? Why is that 
important? 
Jennie: It is extremely important. That's why many scholars and organizations encourage implicit bias training. I don’t 
believe implicit bias training is the only answer though because while doing the training helps us to look at ourselves, 

we still have to operate in systems that are broken. I’ll tell you a story to show what I mean. A recent situation I observed 
with a patient of mine that I was supporting as a doula in the hospital was that she was asked during her labor admission 

if she wanted an IUD placed after the delivery. I have known that many of my patients have been offered Depo shots 
during their postpartum recovery and before being discharged from the hospital. The difference here is that the offer 

of contraception and informed consent during actual labor is unethical. ‘Seeing color’ in these types of instances would 
have a practitioner ‘realize’ that most likely every woman being offered an IUD in labor is of color and or ‘presumed’ 

to be of low income and therefore needing to make a decision about their fertility while in labor. In other words, in my 

opinion at least, women who are not of color or on Medicaid are less likely to be asked while in pain. We need to 
encourage our colleagues to consider seeing the ‘system’ and its harms in order to transform care. Hence why I don't 

have much hope for implicit bias training. 

 
Q: Do you think there are biases when it comes to patient-provider interactions? How does that influence 
health outcomes? 
Jennie: You may have heard the story about Charles Johnson, whose wife, Kira Johnson, died after giving birth in 

Cedar Sinai Hospital. I think that is implicit bias and explicit bias in action. In the structural decision making, her nurse 
or team of nurses probably wouldn't be disciplined if Charles hadn't spoken out. There is never a problem until 

somebody makes enough noise for it to be a problem. There is a level of agreement in that we don't want to 

https://people.com/human-interest/charles-johnsons-support-mom-glenda-hatchett-wifes-childbirth-death/
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acknowledge what implicit bias exists unless you, as a patient, can pinpoint the moment where the problem of bias 

shows up. Charles' lawsuit is just now coming forward and making another round of interest, news, and scrutiny around 
the issue, but this is one person whose been able to speak up and been brave enough to bring his story. This happens 

all day long in our hospitals, and that's where the number comes from when we say 3 to 4 times as many black women 

are dying as white women. In New York city they are 12 times as likely. The numbers aren't from these horrendous 
stories of people who have become infamous in order to be heard. The numbers are from the everyday folks who are 

in jeopardy as we speak. The worst part of the level and impact of implicit bias is that you nearly die. This cannot be 
fixed by 'oh if you do a course and you understand' or 'oh, you may have to check yourself once in a while in case your 

implicit bias is showing.' How is that going to impact this level of egregious ignorance that is killing us? They are killing 
us, and it is so heavy to bear. 

 
Q: What is one structural change that we can make as leaders to improve health outcomes for all groups 
of people regardless of gender or ethnicity? 
Jennie: Center black and indigenous people, support them, and get them to where they need to get inside the 
healthcare system. The lip service that we're giving about equity and inclusion, to make that real, that is what we need. 

Until we center black and indigenous people and their needs, we are not going to get much achieved, for anybody. 

 
Q: How do you think the COVID-19 pandemic influences the communities you work with on a regular 
basis? 
Jennie: The COVID-19 pandemic has had and will continue to have a devastating impact on marginalized communities. 

The loss of employment for many blue collar and service workers; children home from school without opportunity for 
childcare or access to regular meals; less reliable - or no access to - internet connectivity; no access to personal 

protective equipment (PPE); restricted access to medical providers, clinics and hospitals due to being uninsured or 
underinsured -  essentially, the structural and historical inequities which already place additional burdens on communities 

are now even more at play.  

What change do you suggest, in the COVID-19 response, to ensure disadvantaged communities, 
communities of color, LGBTQ, poor communities, and women are reached more effectively?  
Jennie: It is imperative that local, state and national governments work closely with community partners and 

organizations who are already. on the ground and know the explicit needs of the communities they serve. Now is the 
time to truly LISTEN. 

 
Considering race and gender, what can we do as leaders to better prepare for national and global 
outbreaks? 
Jennie: In order to be prepared we must look back to learn what to do going forward – ‘Sankofa’ is a Ghanaian word 
which means just that. Our dismal lack of preparedness for this situation once again points out how we privilege some 

and disenfranchise so many others. COVID-19 does not appear to be choosing in the same way. 

 


